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Pregnancy in Perinatally HIV-Infected Adolescents and Young Adults — 
Puerto Rico, 2002 


Since the introduction of highly active antiretroviral (ARV) 
therapy in the United States in the mid-1990s (/—3), the life 
expectancy of U.S. children who were infected perinatally with 
human immunodeficiency virus (HIV) has increased substan- 
tially. As a result, the number of perinatally HIV-infected 
females in the United States who are becoming both sexually 
active and pregnant is increasing (4). During August 1998- 
May 2002, a total of 10 pregnancies were identified among 
eight perinatally HIV-infected adolescents and young adults 
in Puerto Rico; in April 2002, the Puerto Rico Department 
of Health (PRDOH) asked CDC to assist in assessing such 
pregnancies. This report describes these pregnancies and dis- 
cusses factors associated with sexual activity and pregnancy. 
lhe findings suggest that increasing numbers of pregnancies 
will occur among perinatally HIV-infected adolescents and 
young adults and that appropriately tailored reproductive 
health interventions should be developed. 

Adolescents and young adults were identified by their health- 
care providers or by PRDOH, and chart reviews and inter- 
views were conducted during April—August 2002. For females 
with two pregnancies, interview and chart data on the first 
pregnancy are reported. Case-patients were defined as 
perinatally HIV-infected adolescents or young adults with a 
history of pregnancy, and controls were defined as perinatally 
HIV-infected females with no history of pregnancy. All con- 
trols were age-matched to <1 year of the age of the pregnant 
females, except for one patient aged 22 years who had been 
aged 19 years when she was pregnant; she was matched to a 
control aged 19 years. Perinatal infection was defined as con 
fir med I 11 V-positiv e serostatus of the patient's biologic mother 
or an HIV risk factor for the biologic mother and the absence 
of any other risk factors (e.g., sexual abuse or blood 


transfusions) for the patient. 


A total of eight case-patients were identified in four cities 
in Puerto Rico. The median age of the case-patients was 18 


years (range: 15—22 years), and the median age at the time of 


first pregnancy was 17 years (range: 13—19 years). Among the 
10 pregnancies to the eight patients, seven pregnancies in six 
patients resulted in live-born infants; as of February 24, no 
cases of mother-to-child HIV transmission were reported. In 
addition, two pregnancies ended in elective abortions and one 
in a spontaneous abortion. 

Five case-patients had first pregnancies that resulted in live- 
born infants; all five received some prenatal care, and four 
(80%) received ARV therapy consistently during their preg- 
nancies. All infants received zidovudine prophylaxis aftet 
delivery. The median viral load of these case-patients during 
pregnancy was 35,822 copies/mL (range: 3,535-163,064 
copies/mL), and the median CD4 count during pregnancy 
was 218 cells/mm° (range: 19-956 cells/mm ). The majority 
of the case-patients were highly ARV-experienced, with a 
median of >9 years (range: 3—12 years) of ARV therapy, and 
five case-patients had each taken at least nine different ARV 
medications during their lifetimes. All four case-patients who 
were tested for viral resistance had multiple genotypic 
mutations. 

Five of the eight case-patients reported unintended preg- 


nancies, and two reported using condoms as a form of birth 
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control al the time they CONnCeIV ed. S1X Case patients are now 


The MMWR series of publications is published by the living with partners; one is in school, two left school because 


Epidemiology Program Office, Centers for Disease Control they were pregnant, and five left for reasons other than 
f revention (CD¢ U.S. Department of Health and 
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Eight controls were included in the analysis. The median 





age of case-patients and of controls at the time they were 
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and 4 years (range: 2—13 years) for controls. Differences in 


a, ee ee clinical outcomes included a median viral load since 1999 of 
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Directo 


16,263 copies/mL (range: 5,251—65,571 copies mL) for case 
patients and of 53,071 copies/mL (range: 54—476,139 copies 


mL) for controls and a median CD4 count since 1999 of 251 
David W. Fleming, M.D. 


Public H cells/mm?” (range: 72—1,296 cells/mm”) for case-patients and 
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of 293 cells/mm” (range: 66—1,002 cells/mm”) for controls. 


Behavioral and social characteristics associated with sexual 


Snider, Jr., M.D., M.PH 


issociate Director for Science activity and pregnancy were compared for all 16 case-patients 

Epidemiology Program Office and controls; all eight case-patients and two controls who 

Stephen B. Thacker, M.D.. M.Sc re ported being active S¢ xually were asked questions about 

Directo) sexual activity. More case-patients than controls had dropped 

out of school before pregnancy and had friends who had 

Office of Scientific and Health Communications 
lohn W. Ward, M.D 


I); thy 


become pregnant before they did (Table). The mean age when 
they were first told their HIV status was 13 years (range: 12 


15 years) for case-patients and 12 years (range: 8—14 years) 
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for controls. The median age at first sexual activity was 15 

Suzanne M. Hewitt, M.PA years (range: 13—18 years) for case-patients and 17 years (range: 
y Editor, MMWR Seri 15-18 years) tor controls. The median time that elapsed 
David C. Johnson between being told their HIV status and becoming sexually 
Writer/Editor active was 2 years (range: 0—5 years) for case-patients and 5 

Rutledge years (range: 4—6 years) for controls. Three case-patients and 
Rutledge no controls became sexually active at the same age that they 


Sokolow, M.A were first told their HIV status. 
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Malbea A. Heilman TABLE. Number of perinatally HIV-infected adolescents 


ual Information Specialist and young adults reporting selected behavioral and social 
characteristics — Puerto Rico, 2002 
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, No. case- No. 
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Characteristic patients controls 





[10 Lét noloc Specialist 
ae eae oe All adolescents and young adults 


Left school before pregnancy 


Division of Public Health Surveillance 
and Informatics 
Notifiable Disease Morbidity and 122 Cities Mortality Data Sexually active adolescents and young adults 


Robert F. Fagan Had an STD” before pregnancy 


Deborah A. Adams Had more than one sex partner 


Had pre ynant friends before owr pregnan 


t 
Total 


y 


Used condoms consistently with sex partners 
Always discussed HIV" status with sex partners 
Had HIV-positive sex partner 

Patsy A. Hall Total 

Pearl C. Sharp 


Felicia |. Connor 


Lateka Dammond 





* Sexually transmitted disease 
Human immunodeficiency virus 
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Case-patients and controls were asked about their counsel- 
ing needs with respect to sexual activity, pregnancy, and birth 


control, and case-patients were asked about discussions of 


sexual activity, pregnancy, and birth control before thei preg 


nancies. Two case-patients and five controls reported having 
discussed sexual activity, pregnancy, or birth control with a 
family member. Of all 16 persons surveyed, 10 wanted more 
reproductive health information, 10 believed that health-care 
providers were an important source of reproductive health 
information, and eight believed that families and schools 
should discuss these topic Ss. 

Reported by: C Zorrilla, MD, I Febo, MD, Univ of Puerto Rico, San 
Juan; I Ortiz, MD, JC Orengo, MD, S Miranda, MPH, M Santiago 
MPH, A Rodriguez, MD, ] Rullan, MD, Puerto Rico Dept of Health 
K Dominguez, MD, MG Fowler, MD, A Greenberg, MD, Div of HI\ 

1/DS Prevention, National Center for HIV. STD, and TB Prevention 
M MD, EIS Officer, CD( 


as " 
Vl McConnell, 


Editorial Note: This report describes pregnancies in 
perinatally HIV-infected adolescents and young adults for the 
first time and highlights the challenges in developing appro 
priately tailored reproductive health services for this growing 
population in the United States. During the early 1980s, when 
the first perinatally acquired AIDS cases were documented, 
infection in the majority of children progressed rapidly to 
death. Therefore, these children were not expected to survive 
to adolescence and mature to become sexually active. The find 
ings of this investigation suggest that the risk-taking sexual 
behaviors of perinatally HIV-infected adolescents and young 
adults might not differ from those of non-HIV-infected ado- 
lescents and young adults (5,6). Although ARV therapy has 
made perinatal HIV transmission in this population infre- 
quent in the United States (7), as the perinatally HIV-infected 
population ages, increasing numbers of pregnancies in 
perinatally HIV-infected female adolescents and young adults 
can be anticipated, and reproductive health issues affecting 
this population will need to be addressed. 

Factors that might be associated with pregnancy in these 
females include a relatively late age at disclosure of HIV sta- 
tus and inconsistent condom use with sex partners. These find 
ings underscore the need for early disclosure of HIV status to 
infected adolescents and young adults and for increased dis 
cussions about sexual risk reduction among all perinatally 
infected adolescents and young adults. Providing families with 
the tools for HIV disclosure to children and for reproductive 
health discussions before sexual initiation might reduce risky 
behaviors among these females. 

lhe findings in this report are subject to at least two limita 
tions. First, the small sample size makes the findings largely 


descriptive. Second, matching by age might not reflect social 


or physical development. Both of these limitations reduce the 
degree to which generalizations can be based on the data 
Enhanced efforts to identify pregnancies among perinatally 
HIV-infected adolescents and young adults and more in-d¢ pth 
investigation of such pregnancies could better characterize the 
factors associated with pregnancies and birth outcomes. 

he finding of genotypic mutations of HIV isolated in all 
persons tested in Puerto Rico reinforces the importance of 
preventing secondary HIV transmission both to infants and 
sex partners. Surveillance of birth outcomes in perinatally 
HIV-infected adolescents and young adults and of cases of 
mother-to-child transmission and transmission of drug 
resistant virus should continue. To permit accurate monitor 
ing of trends in HIV transmission, clinicians should report 
births to HIV-infected women and adolescents to theit 
health departments according to state surveillance guidelines 
for HIV/AIDS reporting. In addition, to assist CDC with 
determining pregnancy outcomes among this population, cli 
nicians are urged to report pregnancies among perinatally 
HIV-infected adolescents and young adults directly to CD¢ 
telephone, 404-639-6141, or e-mail, mmcconnell@cdc.gov, 


through June 2003. 
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Secondhand Smoke Exposure 
Among Middle and High School 
Students — Texas, 2001 


Secondhand smoke (SHS) exposure causes approximately 
3.000 deaths each year in Texas (/,2) and is associated with 
increased morbidity caused by acute respiratory infections and 
isthma among children and respiratory problems among 
idults (3 Adult lung cancer risk might be increased as a 
result of SHS exposure during childhood and adolescence (5). 
issess SHS exposure among middle and high school 

<as, the Texas Department of Health (TDH) 

trom the 2001 Texas Youth Tobacco Survey 

report summarizes the results of that analysis, 

h indicate that half of 8,687 middle school students and 
hirds of 8,696 high school students reported SHS « xpo 
days preceding the survey. The prevalence 

higher among students who reported 
smoker or having at least one close friend 

ry midd 


ddle school students, the prevalence 


r among those who perceived SHS 
health. These findings emphasize the 
ttorts to decrease SHS exposure among 


lerstanding of the harmful health 


H conducted the third TYTS. The 


uster sample design to produce rep 


| 


hool students in Texas 


| . = 
public scho ih rimary sampling units were public 


} iT 1°? 
SCHOOLS WILT) 


Schools were stratified 


} | | 
schools (grades gh schools (grades 


drawn Schools were 


,; —_— 
vith i probability pro 


portional to the number of students enrolled. The secondary 


sampling units selected randomly within schools 


that agreed to part students in the selected classes, 


regardless of tobacco-us¢ us, were eligible to participate in 


surve tudents completed an anonymous, sel! 


1 1 


idministered questi nal that included questions on 


! 


demographics, tobacco use, tobacco-related knowledge and 


ittitudes, Media Messages about tobacco use, access to tobacco 


tobacco-related school curriculum, SHS, and tobacco-use 
cessation. Data were weighted to adjust for nonresponse at 
both the student and school level and to provide generaliz 
able estimates for Texas public school students according to 


vl ade scx 


ind race/ethnicity. To assess SHS exposure, TYTS 
asked students to report how many days they had been in the 
same room or riding in a car with someone who was smoking 


cigarettes during the 7 days preceding the survey. SHS 


exposure was compared among middle and high school stu 
dents by demographics, tobacco use, presence of close con- 
tacts who smoke, and attitudes toward SHS. SUDAAN 
(version 8.0) was used to calculate prevalence estimates and 
standard errors for 95% confidence intervals (CIs). 

\ total of 17,383 students from 192 schools participated 
in the 2001 TYTS. The overall response rate, a product of the 
school and individual student response rates, was 64.5%. The 
response rates were 71.3% for middle schools and 60.3% for 
high schools. 

During 2001, the prevalence of SHS exposure increased 
with grade: 50.6% (95% CI = +3.1%) of middle school stu- 
dents reported SHS exposure compared with 65.8% (95% 
Cl = +2.2%) of high school students. Asians/Pacific Islanders 

2.0%; 95% CI = +9.0%) were less likely than other racial 
ethnic groups to report SHS exposure. The prevalence of SHS 
exposure did not differ significantly among blacks (56.0%; 
95% Cl = +4.3%), Hispanics (58.1%; 95% CI = +1.8%), 
whites (62.0%; 95% Cl +3.8%), or other racial/ethnic 


groups (60.5%; 95% CI = +5.2%). Overall, 73.5% (95% Cl 
+ 1.7%) of students who had ever used any tobacco product 
reported SHS exposure, compared with 39.5% (95% Cl 
+2.5%) of students who never used any tobacco product 
Among students who lived with a cigarette smoker, 80.1% 
95% CI = +2.2%) reported SHS exposure compared with 
13.9% (95% CI = +1.9%) of students who did not live with 
1 cigarette smoker. Among students with no close friends who 
smoke, 42.0% (95% Cl +2.0%) reported SHS exposure 
compared with 79.0% (95% Cl = +1.6%) of students with at 
least one close friend who smokes. The prevalence of SHS 
exposure was 29.7% (95% CI = +1.1° ) among students with 
no social sources olf SHS exposure 1.C.; those who did not 
live with a smoker or did not have any close friends who 
smoke), compared with 90.7% (95% CI = +2.1%) who lived 
with a smoker and had at least one close friend who smokes. 
Students’ perception of SHS exposure being harmful to their 
health varied slightly. Overall, the prevalence of SHS expo 
sure was 58.5% (95% CI = +1.9%) among students who pet 
ceived SHS to be harmful to their health, compared with 


63.6% (95% CI = +3.7%) of students who did not think 
SHS was harmful. Among middle school students, those who 
perceived SHS to be harmful to their health were statistically 
less likely to report SHS exposure than students who did not 
think SHS was harmful (Table) 


perceptions of the health risks for SHS exposure did not 


Among high school students, 


affect personal SHS exposure. 
Reported by: © Alo, ? Hu lexas Dept of Health. ME Met 


UD. EIS Officer. CD 
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TABLE. Prevalence of secondhand smoke (SHS) exposure among middle 
and high school students’, by selected characteristics — Texas Youth 


Tobacco Survey, Texas, 2001 


SHS. These findings suggest that reducing youth 


exposure to SHS requires strategies such as policies 





Characteristic 


Middle school 
students 


High school 
students 


that limit SHS exposure and interventions to de 


crease youth tobacco-use initiation and to promote 





(95% Cl") 


° 
° 


(95% Cl) 





Race/Ethnicity 
White 
Black 
Hispanic 
Asian/Pacific Islander 
Other 
Sex 
Female 
Male 
Ever smoked a cigarette 
Yes 
No 
Current cigarette smoker 
Yes 
No 
Ever used tobacco 
Yes 
No 
Current tobacco user 
Yes 
No 
Number of closest friends who smoke 


Not sure 
Lives with a smoker 
Yes 
No 
Thinks SHS is harmful to their health 
Yes 
No 
Social SHS exposure§ 
Yes 
No 


86.0 
24.3 


Exposed to SHS during the preceding 7 days 50.6 


(+4.7) 
(+4.9) 
(+3.2) 
(+14.5) 
(+4.4) 


(+2.6) 
(+4.2) 


(+3.2) 
(+2.7) 


(+2.7) 
(+2.8) 


(+3.4) 
(+2.7) 


(+3.0) 
(+2.7) 


(+2.6) 
(+4.4) 
(+5.4) 
(+5.7) 
(+4.0) 
(+4.6) 


(+3.0) 
(+3.2) 


(+3.4) 
(+4.3) 


(+2.5) 
(+2.5) 
(+3.1) 


70.4 
58.5 
63.8 
49.3 
67.3 


64.9 
66.6 


77.8 
45.3 


93.2 
56.3 


93.0 
36.5 
65.8 


tobacco-use cessation among youth and adults. 
Serum cotinine levels, a measure of SHS expo 
(+4.6) 
(+6.6) 
(+2.0) 
(+9.5) 
(+9.0) 


sure, are higher among youth than among adults in 
the United States (6), which underscore the need to 
reduce SHS exposure, especially among youth. Sev- 
eral communities in Texas have passed ordinances 


28) that restrict indoor smoking, including a total ban 


(42.3) on indoor smoking in all public places in El Paso 
and a recent ordinance in Dallas that bans indoor 
(+1.6) 


smoking in all public places except freestanding bars. 
(+4.4) 


In addition, the Environmental Protection Agency 
has developed the Smoke-Free Home Pledge Initia 
(+2.1) i 


(+2.8) tive, a campaign to reduce SHS exposure among 


children in their homes (http://www.epa.gov 


(+1.8) 


smokefree/index.html). These initiatives might help 
(+4.9) ‘ 


reduce SHS exposure both in the community and 


(+2.7) at home. 


(+3.4) he findings in this report are subject to at least 


three limitations. First, the data are representative 
(+3.3) 
(+4.5) 
(+2.9) 
(+6.7) 
(+6.1) 


77 
(+/./) 


only of Texas students who attend public schools 
and might not apply to students who have dropped 
out of school or who are enrolled in private schools. 
During the 1999-00 school year, the average drop- 
out rate for Texas public school students enrolled 
(+2.4) in grades 7-12 was 1.3% ( 
(+2.5) 


7). In addition, approxi 
mately 10% of middle and high school students are 


enrolled in private schools (8). Second, because 
(+2.3) 


(45.5) YTS data are self-reported and anonymous, the 
validity of the responses is difficult to assess. Stud- 
(+2.4) 
(+4.0) 
(+2.2) 


ies attempting to validate self-reported smoking 


among youth suggest that the sensitivity of self 





*N = 17,383; middle school students (n = 8,687), high school students (n = 8,696) 


. Confidence interval 


*Students who lived with a smoker and had at least one close friend who smoked 


Editorial Note: The findings in this report indicate that, 
despite its known health hazards, SHS exposure among Texas 
students is common. Perceptions of the health hazards of SHS 
exposure were associated with less reported exposure among 
middle school students. Among students who reported living 
with a smoker and having at least one close friend who smokes, 
the prevalence of SHS exposure was three-fold that of stu- 
dents who did not have these social SHS exposures. Even 
among students without any social sources of SHS exposure, 


approximately one third reported that they were exposed to 


reported data on tobacco use is approximately 81% 
(9). Finally, TYTS asked only if students had been 
in the same room or car with someone who was 
smoking during the preceding 7 days. Details about 
how youths are exposed to SHS, including where the expo- 
sure occurs and whether youths are exposed more commonly 
to SHS from household members, parents, or friends, would 
help in targeting tobacco-control programs designed to 
reduce SHS exposure. 

Effective strategies to reduce SHS exposure include 1) com- 
munity policies such as smoking bans and restrictions that 
limit SHS exposure, 2) interventions to decrease youth 
tobacco-use initiation, and 3) interventions to promote 


tobacco-use cessation among youth and adults (/0). The data 
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presented in this report underscore the need for increased 
efforts to implement these strategies to reduce SHS exposure 
among youths and prevent the negative health effects of SHS 
exposure 
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Ambulance Crash-Related Injuries 
Among Emergency Medical Services 
Workers — United States, 1991-2002 


Ambulance ( rashes are one of many hazards faced by I met 
’ 
I 


gency Medical Services (EMS) personnel. Although no com- 


plete national count of ground ambulance crashes exists, the 
total number of fatal crashes involving ambulances can be 
ascertained by using the National Highway Traffic Safety 


Administration (NHTSA) Fatality Analvsis Reporting 


System (FARS). To characterize risk factors for EMS workers 
involved in ambulance crashes, CDC’s National Institute fos 
Occupational Safety and Health (NIOSH) and NHTSA 
investigated three case reports of ambulance crashes. This 
report summarizes these investigations, presents surveillance 
data, and discusses recommendations for prevention measures. 
NIOSH is identifying and testing alternative measures to 


reduce injury risk for EMS workers. 


Case Reports 

Case 1. In May 2001, an Emergency Medical Technician 
EMT) aged 26 years died when her ambulance was struck 
head-on by a pick-up truck at 6:30 a.m. The EMT had been 
riding unrestrained in the patient compartment while attend- 
ing a patient during a nonemergency transport. During the 
collision, the EMT struck the front bulkhead of the patient 
compartment; she died en route to the hospital from blunt 
force trauma to the head and chest. The patient and pick-up 
driver also suffered fatal injuries. The ambulance driver had 
been driving unrestrained and suffered multiple serious 
injuries, including a fractured leg. 

Case 2. In July 2001, an EMT aged 27 years died when het 
ambulance struck an elevated train-track support column at 
12:30 p.m. She had been riding unrestrained in the patient 
compartment while attending a patient during a 
nonemergency transport. During the collision, the EMT and 
the patient both struck the front bulkhead of the patient com- 
partment. Both the driver and patient were hospitalized; the 
EMT was transported to a hospital, where she was pronounced 
dead. 

Case 3. In March 2002, an EMT aged 22 years who was 
driving and a paramedic aged 37 years were injured when 
their ambulance struck an oncoming vehicle head-on and 
overturned. The paramedic was riding unrestrained on the 
patient compartment squad bench while attending a patient 
during a nonemergency transport. A relative of the patient 
was seated in the rear-facing attendant'’s seat and was wearing 
a seatbelt. During the collision, the unrestrained EMT driver 
sustained minor injuries. The paramedic struck the interior 
cabinets and shelves of the patient compartment. The EM1 
and the paramedic were transported to a hospital, where the 
EMT was treated and released; the paramedic was hospital- 
ized and released 2 days later. The patient's injuries included 
scalp and shoulder contusions and a shoulder laceration. | he 


patients relative sustained minor internal injuries. 
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Surveillance Data 

During 1991-2000, the most recent year for which data 
were available, 300 fatal crashes occurred involving occupied 
ambulances, resulting in the deaths of 82 ambulance occu- 


pants and 275 occupants of other vehicles and pedestrians. 


lhe 300 crashes involved a total of 816 ambulance occupants. 


FARS does not differentiate ambulance workers from passen- 
gers among those experiencing nonfatal injuries in fatal crashes; 
however, the seating positions for all occupants and the sever- 
ity of injuries can be determined from FARS data (Table). 

Although which occupants were EMS workers and which 
were patients or other passengers cannot be ascertained pre- 
cisely, calculations using the FARS “fatal injury at work” vari- 
able based on death certificate information indicate that 27 
of the occupants killed were on-duty EMS workers. These 
comprised 3% of all ambulance occupants and 33% of occu- 
pant fatalities. 

The majority of the 27 EMS worker fatalities occurred in 


the front of the vehicle: 11 (41%) in the driver's seat and five 


TABLE. Number of persons injured in ambulance crashes, by 
injury severity and seating position — United States, 1991- 
2000 





% within 
Injury severity/ injury severity 
seating position . group 


% of all 
ambulance 
occupants 





Possible 
Front left 41.7% 
Front right . 
Other enclosed’ 
Other/unknown 
Total 
Nonincapacitating 
Front left 
Front right 
Other enclosed” 
Other/unknown 
Total 
incapacitating 
Front left 
Front right 
Other enclosed” 50 
Other/unknown 18 
Total 131 
Fatal 
Front left 14 
Front right 10 
Other enclosed” 48 
Other/unknown 10 


Total 82 
Nonet 201 
Unknownt 12 





* Inside the patient compartment 
Seating positions irrelevant or unavailable 


(19%) in the front right-side seat.* Those coded as “othe 
enclosed” accounted for seven (26%) of the EMS worker 
fatalities; these persons probably were working in the patient 
compartment. Four EMS workers were listed in “other 

unknown” seating positions (Table). 

Reported by: SL Proudfoot, NT Romano, MS, TG Bobick, PhD, PH 
Moore, Div of Safety Research, National Institute fo Occupational Safety 
and Health, CD¢ 

Editorial Note: EMS personnel in the United States have an 
estimated fatality rate of 12.7 per 100,000 workers, more than 
twice the national average (/). This report documents 27 
ambulance crash-related fatalities among EMS workers over 
a 10-year period. The surveillance data and case investiga 

tions identify riding unrestrained as an important risk factor 
tor EMS workers. Among all ambulance occupants, riding in 
the patient compartment was associated with greater injury 
severity. However, in 27 incidents coded as “fatal injury at 
work,” seven (26%) of the EMS workers killed were drivers 
who were not wearing a restraint, and two (7.4%) were unre 
strained in the front right seat. Six (22%) of the EMS work 
ers killed were not wearing restraints while riding in the patient 
compartment. 

In 1966, the National Academy of Sciences cited deficien 
cies at various levels of emergency care, including unsuitable 
ambulances with inadequate equipment, incomplete supplies 
untrained attendees, lack of traffic control, and lack of voice 
communication facilities (2). Since 1966, substantial improve 
ments have been made in communications systems, the rou 
tine use of modern lifesaving equipment, and the level of 
worker expertise. In addition, the amount of emergency care 
has increased in volume, in level of complexity, and in 
required competency of EMS workers (3). However, in 
January 1992, minimal workplace safety research was con 
ducted for EMS personnel, and statistics related to worker 
characteristics and job duties were largely unavailable (4 
According to a retrospective study investigating characteris 
tics of fatal ambulance crashes during an 1 1-year period that 
emphasized emergency versus nonemergency use incidents, 
the majority of ambulance crashes occurred during emergency 
use, and rear compartment occupants were more likely to be 
injured than those in front (5). 

Less than half of EMS workers use restraints in the patient 
compartment (6). In addition, lap-belt restraint systems com 


monly provided in patient compartments do not allow full 





of 14 fatalities occurred 
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patient. When properly used, the squad bench 

Its position the EMS worker against the side wall, mak 
y it mpossible for the worker to bend forward to access the 
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Smallpox Vaccine Adverse Events 
Among Civilians — United States, 
February 18-24, 2003 


During the civilian smallpox vaccination program, CD( 
and state health departments are conducting surveillance for 
vaccine-associated adverse events. In the first stage of the pro 
gram, active surveillance is being conducted for potentially 
lite-threatening, moderate-to-severe, and other serious adverse 
events and for vaccinia transmission to contacts of vaccinees 

lable). Nonserious events are reported through passive 


* ; ; 
surveillance and are expected to be underreported. This 


report summarizes smallpox vaccine adverse events reported 
umong civilians vaccinated as of February 21, 2003, and 
received by CDC from the Vaccine Adverse Event Reporting 
System (VAERS 

Potentially life-threatening and moderate-to-serious events 
are classified on the basis of evidence in support of the 
eported diagnoses. For probable cases, other causes are 
excluded, and supportive information is available. Events are 
classified as suspected if they have clinical features compat 
ible with the diagnosis but either further investigation is 
required or additional investigation of the case did not pro 
vide supporting evidence for the diagnosis and did not iden 


1 


tify an alternative diagnosis. CDC and state health 


| | 
departments also recelv¢ reports of othe! events that are asso- 


j | 
ciated temporally with smallpox vaccination. Reported 
adverse events are not necessarily associated with vaccination, 
11 l 
and some or all of these events might be coincidental. 


During January 24—February 21, smallpox vaccine was 


administered to 7,354 civilian health-care and public health 
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TABLE. Number of cases* of adverse events after smallpox vaccination among 


civilians, by type — United States, February 18-24, 2003 


with smallpox vaccination. The patier 





No. new cases 


onset of chest pain while playing 
Total no. cases 





Adverse events 


Suspected Probable Suspected Probable 


+ days after smallpox vaccinatio1 





Potentially life-threatening events 
Eczema vaccinatum 
Erythema multiforme major (Stevens-Johnson 
syndrome) 
Fetal vaccinia 
Post-vaccinial encephalitis or encephalomyelitis 
Progressive vaccinia 
Moderate-to-severe events 
Generalized vaccinia 
Inadvertent inoculation, non-ocular 
Ocular vaccinia 
Pyogenic infection of vaccination site 
Other events of concern No. new cases 
Other serious adverse events® 1 
Other nonserious adverse events" 16 
Vaccinia immune globulin release 


\ 


Vaccinia transmission to contacts 


reported to an emergency department 
patient was diagnosed with right cor 
artery occlusion, and an angioplast 
performed. He was discharged after 


hospitalized for 2 days. 


Among 23 vaccinees with reported 


nonserious adverse events during Jat 


24—February 24, the most common 


_— and S\ mptoms were fever (n SIX), prul 


o ome (n five), rash (n four), vasodilat 


Total no. cases (n four), asthenia (n three), headache 


] ] 
migraine (nN three » Malaise (Nn three pal 


23 


esthesia (n = three), and redness at injection 


—_ site \n three). some vaccinees reported 





* Under investigation or completed as of February 24 


No cases reported 
Events that result in hospitalization, permanent disability 
events are associated temporally with smallpox \ 
, associated causally with vaccination 
t€ 


ude expected self-limited responses to smallpox vaccination 


hills, and nausea); additional events are associated temporally with 
ve not been documented to be associated causally with vaccination 


workers in 40 jurisdictions. No potentially life threatening 
adverse events were reported as of February 24. 

One mederate-to-severe adverse event was reported, a sus- 
pected case of generalized vaccinia in a woman aged 39 years. 
Nine days after receiving smallpox vaccine, the patient 
reported increased pain at the vaccination site, malaise, and 
headache. The following day, she developed a pruritic, papu 
lar rash on her chest and back that progressed to scattered 
pustules by day 12 following vaccination. She was treated as 
an outpatient with antihistamines, and the rash was resolving 
by day 15. Specimens from the pustular lesions were collected 
ind sent for virologic testing; results are pending. 

One other serious adverse event was reported, angina in a 
man aged 60 years with a history of hypertension, hyperlipi 
demia, and exertional chest pain and a family history of coro 


nary artery disease. Angina is not known to be associated causally 


2003; numbers and classifications of adverse 
, events will be updated regularly in MMWA as more information becomes available 


ife-threatening illness, or death: these 
vaccination but have not been documented to be 
e.g., fatigue 
cal reaction at vaccination site, regional lymphadenopathy, lymphangitis 


smalipox vaccination Dut 


multiple signs and symptoms. 

Surveillance for adverse events during the 
civilian smallpox vaccination program Is 
ongoing; regular surveillance reports will be 


published in MMWR. 


Reference 
.. tam Sn 


1 Rest 


headache, pruritis 
fever, myalgia and 


\AKAWID 9 .< 7.20 
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Notice to Readers 


Availability of Maxi-Vac Smallpox 
Vaccination Software 


Free copies of the Maxi-Vac software program are now avail 
able. Maxi-Vac allows officials to refine smallpox vaccination 
clinic human resource allocations (e.g., physicians, nurses, and 
other staff) to maximize patient flow-through. 

Maxi-Vac software and the accompanying manual can be 
downloaded at http://www.bt.cdc.gov/agent/smallpox/vacci 
nation/maxi-vac. Operation of Maxi-Vac requires the use of 
Visual Basic Runtime v. 6.0, which also can be downloaded 
at the Maxi-Vac web page. The Maxi-Vac manual can be down 
loaded in either a Microsoft Word format or an Adobe Acro- 
bat format. The Maxi-Vac software and manual are in the 
public domain and may be used and copied without permis 


sion; however, citation as to source Is appreciated. 








158 


MMWR 


February 28, 2003 





FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending February 22, 2003, 


with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending February 22, 2003 (8th Week)* 





Cum. 
2003 


Cum. 
2002 











Hansen disease (lepros\ 


Hantavirus pulmonary s 


HIV infection, pediatric 
Measles, total 
Mumps 

Plague 


Psittacos 
Q fever 
Rabies, human 


- 
Rubella 


Trichin 
i TICNinNosis 


Tularemia 


Yellow fever 





Hemolytic uremic syndrome 


Cum. 
2003 


Cum. 





4 
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No reporte 
" Incidence « 


Not notifiable 
Updated mor 


« (NCHSTP). Last update 


Of two cases reported 
** Of four cases re 


isional and Cumulative (year-to-date) 


Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 


mported trom another country 


was imported from another country 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending February 22, 2003, and February 23, 2002 


(8th Week)* 





Reporting area 


AIDS 


Chlamydia’ 


Coccidiodomycosis 


Cryptosporidiosis 


Encephalitis/Meningitis 
West Nile 








Cum 
2003° 


* 


Cum 
2002 





Cum. Cum 
2003 2002 





Cum. Cum 
2003 2002 





Cum Cum 
2003 2002 





Cum Cum 
2003 2002 





69 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 22, 2003, and February 23, 2002 


(8th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 





0157:H7 


Shiga toxin positive, 
serogroup non-0157 


Shiga toxin positive, 


not serogrouped 


Giardiasis 


Gonorrhea 








Cum 
2003 


| Cum 


2002 





Cum Cum 
2003 2002 





Cum Cum. 
2003 2002 





Cum. 
2003 


Cum. 


2002 





Cum. Cum 
2003 2002 





Reporting area 


1 











Vol. 52/ No.8 


MMWR 


161 





TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 22, 2003, and February 23, 2002 


(8th Week)’ 





Haemophilus influenzae, invasive 





All ages 
All serotypes 


Age <5 years 


Hepatitis 
(viral, acute), by type 





Serotype B Non-serotype B 


Unknown serotype 


A 








Reporting area 2003 2002 


Cum. Cum. 








2003 





Cum. Cum. Cum. Cum. 
2002 2003 2002 


Cum. Cum 
2003 2002 





Cum. Cum 





UNITED STATES 177 263 
NEW ENGLAND 

Maine 

N.H 


MID. ATLANTIC 
Upstate N.Y 


rage 
' 
LY. City 


E.N. CENTRAL 


Or 
) 


W.N. CENTRAL 
fing 


Amer. Samoa U 
N.M.1 


4128 


+ 


2003 2002 


} 





Not notifiable U: Unavailable 
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* Incidence data for reporting years 2002 an 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 22, 2003, and February 23, 2002 
(8th Week)* 





Hepatitis (viral, acute), by type 
B Cc Legionellosis Listeriosis Lyme disease 

Cum Cum Cum Cum. Cum. Cum. Cum Cum. Cum. Cum. 

Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 


; 106 107 45 52 382 655 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 22, 2003, and February 23, 2002 


(8th Week)" 





Reporting area 


Malaria 


Meningococcal 
disease 


Pertussis 


Rabies, animal 


Rocky Mountain 
spotted fever 








Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum. 
2003 2002 





Cum. Cum 





Cum Cum 
2003 2002 





UNITED STATES 
NEW ENGLAND 


Maine 


MID. ATLANTIC 
Upstate N.Y 
NY. City 

N.J 


Pa 


W.N. CENTRAL 


92 150 


1 


1905 ) 
44 


1 


1a( 1( 


45 


2003 2002 


) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 22, 2003, and February 23, 2002 
(8th Week)* 





Streptococcus pneumoniae, invasive 





Streptococcal disease, Drug resistant, 

Salmonellosis Shigellosis invasive, group A all ages Age <5 years 
Cum. Cum Cum. Cum. Cum. | Cum. Cum. Cum. Cum. Cum. 

Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 2002 


142 143 2.079 604 58 340 288 59 


4 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending February 22, 2003, and February 23, 2002 
(8th Week)* 





Syphilis Varicella 
Primary & secondary Congenital Tuberculosis Typhoid fever (Chickenpox) 
Cum. Cum. Cum Cum. Cum. | Cum. Cum Cum Cum 
Reporting area 2003 2002 2003 2002 2003 2002 2003 2002 2003 
UNITED STATES 779 831 oF 7 50¢ 1.244 1¢ 44 4a 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending February 22, 2003 (8th Week) 





All causes, by age (years) 


All causes, by age (years) 








All 
Ages 


>65 45-64 25-44 1-24 





Pal’ 
Total 


Reporting Area 


All 
Ages >65 45-64 | 25-44 1-24 <1 
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